Denouement and discussion
The MRI and CT demonstrate a cystic and solid mass extending from the oropharynx to the left parapharyngeal and infratemporal regions. The mass in the pharynx deviates and narrows the airway. The mass was biopsied and ultimately subtotally resected. Surgically, it was seen to involve the left hard and soft palate and to extend into the temporalis muscle. Histologically, it was a neuroglial choristoma (NGC) consisting of mature neuroglial tissue and elements of choroid plexus without malignant elements.
Developmental tumors arising in the oral cavity and pharynx are rare and include choristomas, hamartomas, dermoid cysts, and true teratomas. 1 A choristoma is a mass of matured differentiated cells not normally located in the tissues in which the mass develops. A hamartoma is a mass of disorganized foci or overgrowth of tissues that normally occur at the site at which the mass is found. A dermoid cyst is a mass composed of tissues only of ectodermal differentiation such as hair, sweat glands and sebaceous glands. A teratoma is a mass whose cells retain the capacity to differentiate along all three cell lines (ectoderm, mesoderm, and endoderm). 1 A benign congenital teratoma of the oral cavity and palatopharyngeal region is called an epithnathus. These may reach enormous size and protrude through the mouth. 1 Neuroglial choristoma is the most common choristoma in the head and neck.
Neuroglial choristomas are very rare malformations, sometimes called heterotopic brain.
2 NGC occur most frequently in the nasal cavity (nasal glioma), the oral cavity; especially the palatopharyngeal area (57%) and the tongue (37%), 3 and less commonly in the orbit, scalp and areas remote to the head and neck. Some authors have divided NCG into those lesions which are paraneuroaxial and those remote from the neuroaxis. The paraneuroaxial NGC, especially those in the nasal cavity, are believed by these authors to be herniations of neural tissue through arrested closure of the osseous cranium. However, the absence of meningeal cells and the failure to find the site of herniation leads other authors to consider all NGC to have arisen from neural crest cells in the head and neck, which have the ability to undergo neuroglial development. 4 Therefore, NGC are not gliomatous and not heterotopic brain.
NGC are predominantly solid but may have cystic components. They grow around or incorporate adjacent structures such as the Figure 1 Axial CT image at level oral cavity. An artificial airway is in place. There is a large left oral, parapharyngeal low-density mass (arrows) extending to the left maxilla. salivary glands, fat, and muscles. Histological examination is required to differentiate NGC from an epithnathus or hamartoma. Pathologically, NGC are comprised predominantly of glial elements, but also may contain neurons, ependyma, choroid plexus, oligodendrocytes and retina. The most common non-glial tissue is choroid plexus. 2 Complete surgical resection is obviously the treatment of choice. 1 The timing of surgery is determined by the size and degree of airway obstruction by the mass. Prognosis is improved by antenatal diagnosis, so a surgical team is often present at delivery should emergent resection be required because of airway compromise. 
